III. Results
Data collection took place between February and March 2016. The sample were 13 male and 12 female aged between 26 and 88 years (mean 63 years), with varying severity as measured by ejection fraction. The participants' level of education varied from not educated to bachelor degree. All were found to have co morbidities hypertension, diabetes, coronary artery disease, and hyperlipidemia except of two participants their cardiac condition was worsened because of pericarditis. Additionally they were all smokers except of two participants. The detailed description of sample is shown in table 1.
The transcripts were read repeatedly and were arranged into initial codes emerged inductively, and then developed to produce major themes. Three major themes were identified as shown in table 2. The most popular definition of HRQoL was the ability to do daily living activities including physical and social activities. Most of the participants considered HRQoL as being able to do the daily activities by their own without help, like they used to do before getting sick. " ..Quality of life means that I can do what I used to do every day without help...". Some participants focused on psychological domain such as being happy and satisfied with living. These participants explained that physical limitations are not important to reduce HRQoL. Some of these talked about cases from the reality such as some successful persons who have physical handicapped. However a few participants stated that happiness is not important to be related to physical or mental wellbeing. They thought that economical domain is more effective in presence or absence of happiness which would be reflected on QoL. Most of the participants gave a description of HF as having a weak heart associated with fluid collection in the lungs which results in shortness of breath. However, they had not specific medical information about heart failure. It was clear that most of the interviewees obtained their definitions from their experiences but not from reading or education from healthcare providers. "…All what I know is that I have a sick heart..". "..Actually I did not read anything about it..". Surprisingly, most of the participants responded by accepting their condition. These participants explained that they suffered from some health problems earlier. Therefore, they were not surprised when diagnosed with HF and they started to think how they will deal with their disease. However, few participants denied that they have any cardiac problem. They expressed that their signs and symptoms such as shortness of breath were resulted from chest infection. "…. I told them that I did not have HF and my heart was fine, it is just my chest…". In addition, some of the participants compared themselves to others, especially with whom in the same age. "…. Why this happened to me, I am still young… ". Some of them wondered why this would happen to them. Some of them gave examples from the real life about friends or relatives who used to smoke or used to have stressors in their life and none of them was diagnosed with HF. On the other side, some of the participants The negative impact of HF on physical ability was the most common topic expressed by the participants. When the participants were asked to describe their conditions, the most common symptoms were mentioned included difficulty in breathing accompanied with cough, edema, and fatigue which had negative impacts on their QoL. One of the participants stated that she suffered most of the times from difficulty in breathing and cough. This limited her daily activity living. This situation was considered by most of the participants as a reason to worsen their QoL.
Most of the participants said that their social activities were affected negatively in a remarkable way. For example, some of the participants talked about how they cannot visit their friends, going out with their families, or shopping anymore as they used to. However, some of them decreased the influence of HF on their social side. They were more neutral and stated that there were no differences in social activities as they did not consider themselves sick. In contrast , few participants mentioned that their social activities improved after being diagnosed with HF. These participants stated that they start to have more times to be spent with their families. The criticality of their conditions was viewed as a reason of getting compassion of their relatives and friends. This led many people around them to strengthen their mutual relationships by increasing the visiting numbers and times.
Spirituality was identified as a crucial issue by most of participants, which had a positive effect on HRQoL. Spiritual life of participants expressed in faith in God, reading the holy books, and praying. Furthermore, some participants included other activities in their spiritual life such as listening to music and relaxation. "… Praying and reading Qur'an are activities make us closer to the God and strengthen our hearts so we can face most of life problems….".
Changes in sleeping pattern, forgetting to take medications and changes in concentration were addressed as HF impact on cognitive functioning. Several participants reported changes in sleeping patterns or difficulty in initiating sleeping. "… Most of the times, I cannot sleep at night because of cough, I feel myself suffocated…". Forgetting to take medications was an issue mentioned by some participants which affected their health condition negatively. "… I have to take a lot of bills, I have hypertension, diabetes, high cholesterol and the medications of HF..". Moreover, nearly all participants reported that their health condition had negative impact on their concentration. Some participants mentioned that they have a lot to think and worry about so they cannot focus on things they used to before. Some participants relayed this concern to the bad quality of sleeping they have, while others to aging. "… I cannot focus on everything … I am exhausted, fatigue and not sleeping very well..".
Furthermore, economical status was a great concern of the participants because of losing jobs and health care expenses especially with recurrent admissions. "… My health got worse, my heart become weaker... I cannot work anymore..". Most of the participants reported bad financial situation especially men, even though they were covered by public or private health insurance. However, six participants were not covered by any insurance and they pay the treatments expenses from their own money. Significantly, even the participants who have health insurance, they complained that some of the treatments or medications were not covered by insurance. All the participants stated that recurrent admissions are a burden economically and psychologically.
The participants highlighted some strategies they thought to improve their QoL. Most of the participants explained that taking a small walk and fresh air could help in reliving symptoms and feeling better. "… When I feel suffocated, I sit in my house backyard garden… this make s me feel better…". Also, majority of the participants focused on maintaining the health related behaviors such as adherence to medications, low sodium diet, healthy diet, quit smoking and treating disease symptoms. "… I know that quitting smoking, eating low salt diet improve HF patients and decrease symptoms..". However, some of the participants made changes in their houses or left to another house that suited their health condition. "… I had to move out to another house because of stairs..".
Social support was thought to have positive impacts on participants' HRQoL. "… To find someone looking for you and care about you is the most important thing make you overcome the challenges of the disease..". Spiritual activities were addressed to have positive impacts on HRQoL and helped the participants for more acceptance of the disease as mentioned earlier. Finally, some participants mentioned that there should be a special supportive treatment to help HF patients to continue in their career. The others suggested that HF patient should retire and the government should have a specific system for HF patients to help them economically. 
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IV. Discussion
Participants' perceptions assured the subjective, compound nature of HRQoL. The definitions of HRQoL expressed the impact of HF on their daily activities, also the pursuit of happiness and maintaining relationships. Moreover, participants reported negative impacts of HF on their QoL in multiple domains such as physical, psychosocial, spiritual, cognitive, and economical dimensions. Furthermore, steps to improve QoL were mentioned.
Most definitions of HRQoL implied its subjective nature [17] [18] [19] [20] . Scott et al, definition of HRQoL expressed its subjective nature: "the overall effect and outcome of an illness and its treatment on an individual's physical, psychological, and social well-being as perceived by that individual (p. 84)" [19] . In the same manner Alla et al, defined HRQoL as "a multidimensional concept, based on the patient's own perception of his health which integrates not only the functional or physical dimensions of the disease, but also psychological and social dimensions (p. 337)" [18] . The definitions of HRQoL given by participants in the current study were similar to those mentioned earlier. However, the participants described their willing to have a betterQoL even with the negative influence of their health condition.
The definitions of HRQoL included three components: the ability to do physical and social activities, the feeling of happiness, and maintaining relationships with the significant others. The most common definition mentioned by participants was the ability to do physical and social activities. Many studies reported that physical capability is a significant component of HRQoL [21] [22] [23] . This is may refer to the significance of physical daily activities as it was related to their social roles. Other definitions implied the psychological condition in pursuit of happiness and in maintaining relationships. Several studies encompassed psychosocial status and wellbeing as a crucial domain in HRQoL [23] [24] [25] .
Participants in general gave a description of HF and common symptoms such as shortness of breath due to fluid collection similarly to another study [26] . Dyspnea and fluid retention are considered as main symptoms of HF [3, [27] [28] [29] . Even though participants expressed a general view of HF depended on their experiences but not from reading or health education. This may referred to difficulties in communication with the physicians and nurses as stated by participants in agreement with the findings of other study [26] . However, some participants thought that extra of knowledge and deep information about the disease may increase the level of stress contradicting other studies. Effective discussion about disease prognosis showed benefits to cancer patients [30] , HF showed worse prognosis than many cancers [31] [32] [33] .
Heart failure is a final and irreversible result for many heart disorders. Therefore, hypertension, coronary artery disease, and cardiomypathy may cause HF [15] . Diabetes and obesity are considered as major risk factors, while smoking, high fat diet, infection and stress considered as minor risk factors [34] . This is matched the characteristics of the sample in the current study as all participants were found to have HTN, DM, CAD, and hyperlipidemia except of two participants their cardiac condition was worsened because of pericarditis. Additionally they were all smokers except of two participants. It is worth mentioning that most of the participants mentioned smoking and stress as reasons for HF, while few of them gave the right reasons. This is may refer to their general knowledge about HF as mentioned earlier, even though they knew that these factors lead somehow to HF.
The findings revealed about how participants' HRQoL domains were affected by HF, which were the core of the current study. Most of the participants reported that they have physical symptoms associated with HF such as dyspnea, fatigue, and edema. In agreement with prior studies reported that main symptoms of HF are dyspnea, fatigue, fluid retention, and pulmonary congestion [27] [28] 35] . Therefore, physical symptoms are burden and have negative impacts on HRQoL [29, 36] . Most of the participants reported negative impacts on their physical ability similarly to prior studies. However, only two participants reported minimal negative physical limitations. This may refer to the relatively short period since diagnosis, and having a preserved ejection fraction of above 40%. Patients with preserved ejection fraction have lower mortality rate and hospitalization recurrence more than patients with low ejection fraction [37] . Ejection fraction above 40% tends to be considered as preserved ejection fraction [16] .
In relation to psychosocial life participants reported changes in social activities and relationships, also expressed negative emotions like anxiety and frustration toward their health condition. Some participants revealed about negative impacts of HF on their social activities and relationships. This may due to physical limitations, recurrent hospitalizations, financial status and the feeling of dependency on family members. This is consistent with the result of prior studies that HF has negative impacts on psychosocial life of the patients [38] [39] . In addition, HF interferes to the physical, social status, and increased distress [40] . Furthermore, participants expressed negative emotions similarly with other study reported that 30-40% of patients with HF have emotional distress such as depression [41] . Depression and anxiety are parallel status for HF population, which reflects poorer HRQoL and reduction in physical activity [27, 31, 35] .
Therefore, physical and emotional symptoms impact on HRQoL should be assessed by researchers and clinicians. There are many instruments to assess HF symptoms to provide a proper intervention according to assessment and its impact on QoL. For example, The Dyspnea-Fatigue Index includes 4 items measuring dyspnea and fatigue for HF patients and their impact on daily activities [42] . Also the Beck Depression InventoryII or the Patient health Questionnaire-9 to assess the depressive symptoms [43] [44] . Moreover, home health care programs and health education may improve physical and emotional status, financial condition, and QoL [45] [46] .
However, some participants contradicted the results that mentioned earlier. They reported positive impacts on their social activities and relationships, this may due to several reasons. This may due to social support as shown it is beneficial to health outcomes and improved QoL [6] . One of the Islamic and Arabic world features is extended families who provide physical, psychological, and social support to the individual especially in illness [47] . In relation to Islamic and Arabic culture beliefs the individuals' significant others make concerted efforts to provide support for patients in order to get rewards from God and meet social obligations [47] .
Participants in the current study reported that HF influenced their economical status negatively due to job loss and recurrent hospitalization or increase medical expenses. This is in agreement with prior studies reported that HF patients with recurrent admissions, may suffer economically and this will have negative impacts on their QoL [48] [49] . Most of the participants reported that they lost their jobs due to physical symptoms. It is worth mentioning that men were affected more than women economical wise, this may refer to the nature that man takes responsibility of the family especially financially [50] [51] . Therefore, further studies are recommended to provide effective support for those who suffer economically.
Some participants expressed that their cognitive aspects were affected negatively by HF such as forgetting to take medication, low concentration, and sleeping difficulties. This is consistent with the result of a prior study reported that cognitive dysfunction is prevalent among HF population [38] . Treatment of multiple medications and prolonged duration of HF reflect poorer HRQoL [34] . The participants in the current study their duration of diagnosis of HF ranged from 2-12 years as this may explain some of the poor results of HRQoL.
Sleeping disturbances has been reported in HF patients. Initiating sleep, maintaining sleep, and early morning awakening play an important role in low HRQoL [52] . Some participants expressed sleeping disturbances which is consistent with a prior study. In the same manner, poor quality of sleeping may affect the cognitive functions as a result, and this may lead to poorer QoL [33] .
Spiritual activities such as faith in God, praying, reading holy books, and listening to music have been shown to have positive impact on HRQoL [39] . Spirituality explained 24% of the difference of HRQoL worldwide in HF patients [53] . Islamic and Arabic culture can have an important role on an individuals' health [54] . Participants in the current study expressed that faith in God and spiritual activities helped them in accepting their health condition and provided them with internal relief. However, some of the spiritual activities were negatively affected due to the limitations in physical ability.
Finally, the participants mentioned ways to improve the HRQoL. Many studies talked about the importance of exercise and physical activity and its positive impacts on HRQoL [27] [28] 48] . In addition, adherence to pharmacological and non pharmacological treatment has positive impacts on HRQoL in HF patients [55] . Moreover, dieting such as low salt diet, low fat diet, fruits and vegetables may improve the HRQoL [56] . Also, social support and spirituality have been shown to improve HF patients QoL as mentioned earlier.
V. Conclusion
HRQoL is a multidimensional, subjective concept that is affected by a variety of factors. Heart failure had negative impacts on the patient's HRQoL especially in physical domain. The current study is the first of its kind in Jordan. This study gained strength from many reasons. The first one was the subjectivity of the results as well as HRQoL is subjective concept reflects each patients' point of view. The second reason was the sample size is relatively large when compared to other studies. Finally, the results included a comprehensive analysis of all HRQoL dimensions, which added more reliability of it. 
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